> >BACKGROUND
Narrowcasting is a marketing strategy that uses highly focused messages for specific priority populations using media that reaches only a specific group (Chae & Flores, 1998; Fetto, 2002) . There is a dearth of research about narrowcasting in health promotion, yet this technique is now Preventing fetal alcohol syndrome (FAS) A challenge in health promotion practice at present is countering the constant drumbeat of commercial media marketing vying for consumers' attention, frequently used in commercial marketing, political campaigns, and social marketing (Chae & Flores, 1998 , Dretzin, Goodman, & Soenens, 2004 Evans, 2001; Reitman, 1986; Smith-Shomade, 2004 ). In narrowcasting, the subject matter or message is designed to appeal to a particular demographic, to a social or lifestyle group, or to persons with specific characteristics or orientations (Dretzin et al., 2004; Evans, 2001; New California Media, 2005) . Defined as limited-reception broadcasting services that reach special interest groups (Broadcasting Services Act, 1992), narrowcast media research identifies specific beliefs, attitudes, and values of a particular group or segment and then frames messages that reflect these values, a contrast to broadcast media, in which mainstream messages reach mass audiences (Mendelsohn & Nadeau, 1996) . Broadcast media are extensive and penetration is shallow, whereas narrowcast media are intensive and penetration is presumed to be deep (Chae & Flores, 1998; Smith-Shomade, 2004) . A related concept is niche or concentrated marketing (Kotler, Roberto, & Lee, 2002) ; however, narrowcasting uses targeted media that reach only specific groups (Evans, 2001; Rimal & Adkins, 2003) . As markets become increasingly segmented, narrowcasting has become an important way to reach groups with unique beliefs, customs, or lifestyles or hard-to-reach groups (Freimuth, 1990; Hoff & Green, 2002; New California Media, 2005) . Narrowcasting is also effective in communities saturated with commercial advertising (Fetto, 2002; Mendelsohn & Nadeau, 1996) . In health promotion, narrowcast campaigns are sometimes referred to as targeted or tailored social marketing campaigns or targeted behavior change communication programs (Kreuter & Wray, 2003; Rimal & Adkins, 2003) . However, tailoring uses data on personal preferences and designs messages accordingly, whereas narrowcasting is a form of targeted marketing using restricted media channels (Kreuter & Wray, 2003; Rimal & Adkins, 2003) .
Creating messages and materials for members of specific priority populations increases the probability that group members will be exposed to, will attend to, and will take interest in the messages presented (Fetto, 2002; Reitman, 1986) . In a media-saturated world, audiences may "tune out" messages that have no cultural relevance (Andreasen & Kotler, 2003; Hoff & Green, 2002; Hornik, 2002; Stewart, Pavlou, & Ward, 2002) . If a participatory approach is used, members of the community participate in campaign creation and implementation, thereby increasing interest by community members (Bryant et al., 2007; Bryant, Forthofer, McCormack Brown, Landis, & McDermott, 2000) .
Narrowcasting campaigns are based on social marketing principles of extensive audience, market, and formative research conducted within population segments (Andreasen & Kotler, 2003; Bloom & Novelli, 1981; Grier & Bryant, 2005; Kotler et al., 2002; Maibach, Rothschild, & Novelli, 2002) . As people become dependent on media for setting social norms (McQuail, 1987; Rubin, 2002) , campaigns achieve objectives if persons are exposed and pay attention to materials, a phenomenon that can occur when a person has been exposed to materials three to six times (Andreasen & Kotler, 2003; Hornik, 2002; Paisley, 2001; Stewart et al., 2002) .
Linked to the idea of market saturation and exposure is the concept of product placement. In narrowcasting, higher exposure is achieved by placing more materials in circumscribed geographic areas or in media consumed by persons in relatively narrow or specialized market niches (Dretzin et al., 2004; Fetto, 2002; New California Media, 2005) . Community-based narrowcast campaigns typically use low-cost print materials such as posters, fliers, Tshirts, or take-one cards (Evans, 2001) , although new digital technology may be changing this reality (Hoff & Green, 2002) . Ideally, narrowcast materials are placed in public or private spaces such as dressing rooms in stores, examination rooms in clinics, and restrooms in theaters or shops or bars, places where the audience member is alone and can focus and reflect on the meaning of the message.
Successful narrowcast campaigns reviewed by Glik, Prelip, Myerson, and Eilers (2005) include preventing sexual assaults in an ultra-orthodox Jewish community (Boehm & Itzhaky, 2004) , promotion of emergency contraception in Mexico City (Ellertson et al., 2002; Heimburger et al., 2002) , communicating male and female condom use (Bull, Cohen, Ortiz, & Evans, 2002) , and communicating risks of alcohol use during pregnancy to African American and Latina adolescent girls (Glik, Halpert-Schilt, & Zhang, 2001 ). This article is a comparative case study of two such campaigns and details their development and implementation using results from formative, process, and survey research.
> >DRINKING DURING PREGNANCY
Drinking alcohol during pregnancy is a behavior linked to increased probability that an alcohol-exposed infant will be born with fetal alcohol spectrum disorders (Floyd, O'Connor, Sokol, Bertrand, Cordero, 2005; Jones, Smith, & Ulleland, 1973; Stratton, Howe, & Battaglia, 1996) . The most severe manifestation of this is FAS, is a condition in which the infant has severe facial abnormalities and significant impairments in neurodevelopment and physical growth (Floyd et al., 2005) . Current recommendations are that no amount or type of alcohol is safe to consume at any time during pregnancy, as research suggests that women and their unborn babies have different levels of tolerance for alcohol (Stratton et al., 1996; Willford, Leech, & Day, 2004) . Although full-blown FAS with severe physical and mental defects is rare even among children of alcoholic mothers, prenatal alcohol exposure often leads to less severe problems, or "fetal alcohol effects" (FAE), such as deficits in learning and memory (Willford, Leech, & Day, 2004) , impairments in academic achievement (Goldschmidt, Richardson, Stoffer, Geva, & Day, 1996) , mild mental retardation, or birth defects (Floyd et al., 2005; Hankin, 2002 ; National Institute on Alcohol Abuse and Alcoholism, 1991).
Despite years of educational outreach, counseling, and media messages, many women continue to drink alcohol during pregnancy (Floyd et al., 2005; Hankin, 2002 (CDC, 2002; Hankin, 2002) . Prevalence of drinking during pregnancy varies by ethnicity, with rates highest for Caucasian women (25.4%), followed by African American (12.2%), and Latina women (10.6%), with FAS and FAE rates highest among groups with the most drinking. However, national rates may not reflect local realities. A recent study among low-income women in Los Angeles County found that 30.0% of Caucasian women, 29.4% of African American, and 20.9% of Latina women reported drinking during pregnancy, with more acculturated Latina women reporting rates (29.7%) that approached other groups (O'Connor & Whaley, 2003) .
These rates should not be surprising, as alcohol companies are adept at creating and maintaining market share, with many current campaigns to increase consumption among youth, young women, and members of ethnic minority groups (Caswell, 2004; Center on Alcohol Marketing and Youth, 2002; Roberts, Christenson, Henriksen, & Bandy, 2002; Wallack, 1981; Wechsler et al., 2003; Wyllie et al., 1998) . Comprehensive alcohol advertising campaigns normalize drinking, portraying it as an integral aspect of American social life linked to social acceptability, popularity, success, and relaxation (Grant & Dawson, 1997; Kuo, Wechsler, Greenberg, & Lee, 2003) . Thus, it is no wonder that alcohol consumption among young persons of color and young women has increased (CDC, 2003 
> >METHOD
Campaigns were conducted in two low-income areas in California, both of which have multiple ethnic groups. In Bakersfield, a southern Central Valley city in Kern County, the campaign took place in eight contiguous zip codes, the sponsoring agency having had 20 years of experience in conducting community-outreach programs. In Compton, a low-income community in Los Angeles County, the campaign was conducted in three contiguous zip codes, sponsored by a community-based agency and a community coalition established to improve health and social disparities.
Campaigns described could not have occurred without partnerships established with well-respected communitybased agencies and a marketing company that was familiar with social marketing. These partnerships were invaluable for helping form locally based advisory committees made up of community leaders and members of the target audience to gain input from community members about the campaign themes, materials, and suggested implementation and distribution plans. These same partnerships became a key to distribution of campaign materials, as businesses owned and run by community members hosted the materials produced. The marketing company understood that the campaigns were community driven and diverse. Thus, much effort went into educating marketing professionals about the communities and the issues. In each community, a series of steps led to campaign material creation, production, distribution, and evaluation.
Formative Research
Community advisory groups suggested audience segmentation based on ethnicity and language, as these attributes were seen to influence the types of alcohol people drank and where they drank, a community perception supported in the literature (Casswell, 2004) . In Bakersfield, this resulted in four segments: Caucasian women, African American women, Latina English-speaking women, and Latina Spanish-speaking women. In our campaign in Compton, all these segments except Caucasian were extant. Focus group interviews were conducted within each segment to assess cultural and psychosocial correlates of drinking behaviors and concerns linked to pregnancy. A total of six focus groups were conducted (two African American, two Caucasian, two Latina) in Bakersfield. In Compton, four initial focus groups were conducted (two African American, two Latina). Community input based on focus group interviews and advisory board input suggested that campaigns should be geared to women ages 18 to 35, as it was perceived by community members that younger women drank more, that women are responsible for their drinking behaviors, and that younger women are the target for commercial alcohol advertising (Center on Alcohol Marketing and Youth, 2002; Wyllie et al., 1998) In Bakersfield, participants were concerned about the conflicting messages they received about drinking during pregnancy from health care providers, their family and friends, prevention organizations, and alcohol advertising. Women learned from many sources that they should not drink during pregnancy, but they also hear that it is safe to drink certain types of alcohol at certain times, even from health care providers, whose opinions they respect. Participants had a disconnect between knowing that pregnant women should not drink and understanding that even one glass of wine after dinner counts as drinking. They also wanted to know exactly how much alcohol was safe to drink before it would affect the baby. Furthermore, many women knew a friend or relative who drank during pregnancy and had a healthy child. Given the conflicting messages they received, women wanted clear-cut and specific messages.
There was general agreement that strong graphic messages and eye-catching colors and phrases are important. There was less agreement about the campaign approach. Some wanted to shock people with realistic pictures of babies who had FAS. Others thought that this might be less effective and stressed that women do have control over the health of their babies. There was also recognition that some women drink and have healthy babies, whereas other women who do not drink have sick babies.
In Compton, women were also concerned about the mixed messages they were receiving about the dangers of drinking during pregnancy. They wanted clear, definitive guidelines, and some felt that beer, wine, or wine coolers were not "alcohol" and therefore did not have the same effects as alcohol, liquor, or distilled spirits. They too wanted to see images of strong motherly women who were worried about their children's health. Here too there was ambivalence about showing the consequences of actions through graphic depictions of sick babies, vulnerable fetuses, or retarded children. Some thought that the shock value would be effective, whereas others thought that some would not relate to these types of messages.
Message Development and Pretesting
The goal of this was not to create duplicate campaigns in each community but to create and distribute materials that were uniquely suited to each community. Many different picture and slogan prototypes were developed for each community. These were pretested with community members and community leaders through additional focus group interviews to solicit feedback and to refine material, messages, and layouts. Community leaders were members of health coalitions and interest groups in each community who were representative of target populations. Participants were asked to prioritize and evaluate materials created, to assess words, phrases, and images that would make pregnant or potentially pregnant women curtail drinking, and to assess suitability for the community.
Despite suggestions in initial formative research that community members wanted fear-based messages with pictures of sick children, pretesting of materials demonstrated that audiences favored the social norms approaches showing what "idealized" women should do if they were pregnant or thought they were pregnant. Thus, modeling of socially acceptable or "good" behaviors was more appealing than showing the consequences of inadvisable or "bad" behaviors: the sick child depiction. This supports the basic social value of being a "good" parent.
Other considerations were choosing role models. The initial impetus was to select models from people in the community. However, materials pretesting revealed that community members wanted someone who looked like them but was better looking. In Bakersfield, the actual slogan selected, suggested by focus group respondents, was "Missed your period, don't drink period," which mirrored concerns about younger women being at risk and women not knowing they were pregnant and continuing to drink (see Figure 1) . The Spanish version of that campaign, "Quien cree quee espera un bebé, no bebe" ("If you think you are pregnant, do not drink"), was not a literal translation of the English version, as we were able to produce a Spanish version that had a play on words for baby (bebé) and drinking (bebe). In the Bakersfield campaign, supplemental materials included 5 in. × 7 in. takeone cards that were smaller versions of the posters on the front and that had detailed information regarding the impact of drinking or doing drugs during pregnancy on the back side, specifically citing risk factors and consequences of drinking during pregnancy.
Compton campaign slogans and images echoed assertiveness and empowerment, with the slogan "I'm a mama-to-be, no drinks for me" (for all groups except African American, who preferred "mother-to-be" to "mamato-be"; see Figure 2 ). The message in Spanish, "Por mi bebé, no beberé!" ("For my baby, I will not drink!") was not a literal translation of the English. However, the connotation (I will not drink during pregnancy) and feeling of empowerment in both posters were consistent. In 
FIGURE 2 Compton Posters: African American, Latina English, and Latina Spanish Posters
Compton, supplemental materials included T-shirts for pregnant women distributed at clinics and businesses that had urban poetry that echoed campaign themes.
In both campaigns, audiences favored strong, saturated colors and sharp, clear images. The tone was serious as communities had rejected humorous prototypes. We found that our audiences often had problems with specific words, phrases, body language, or images. Creating materials that were acceptable and impactful was a drawn out, iterative process. Although we did include men in many of the prototype materials, African American and Caucasian women did not see their presence as an added value to conveyed messages.
Implementation and Process Tracking
Effective and efficient distribution and maintenance of campaign materials are concerns in any campaign, but this is particularly the case in a low-resource context. For the campaigns described, a decision was made not to spend scarce project resources on paid placements but instead to support project staff in distributing materials among businesses and organizations serving these communities. Thus, both in Bakersfield and Compton, a full-time staff person from the community was hired by participating community-based organizations (CBOs) to help organize community outreach. Potential placement locations were determined first by comprehensive mapping of businesses and organizations in the community.
In both campaigns, materials were placed where women of childbearing age go, determined by observations of outreach workers. Convenience stores, restaurants, beauty salons, laundromats, car-repair shops, check-cashing businesses, and clothing stores were included. Materials were also placed in clinics and schools and at other nonprofit agencies. To achieve these placements, a great deal of personal "promotion" was necessary. In both Bakersfield and Compton, many business owners or managers of for-profit ventures were not interested in posting campaign messages in their establishments when first approached by community-outreach workers. Promotional strategies to encourage participation included handouts about the project, background on participating agencies, and letters from other reputable organizations or businesses in the community supporting the campaign and the sponsoring organizations. Over time and as more and more community-based establishments participated, much more openness to posting messages was experienced. Large chain stores and restaurants were averse to posting materials, whereas small, community-based and run business establishments saw these materials as a way to support the community.
Community-outreach workers not only negotiated placement but also tried to negotiate more visible placement. Prime space included store windows or wall space that was at eye level. Other locations favored were those where the priority population is "captive," such as waiting rooms, examination rooms, and restrooms. Multiple sets of materials in one place were more conducive to capturing attention, a narrowcasting technique (Dretzin et al., 2004) . Materials maintenance during the 8 months of the campaign was paramount, as posters were often vandalized or removed. Outreach workers who had established good relationships with businesses and organizations had more success replenishing materials in these sites.
Process-tracking data delineated where, when, and what materials were placed in participating communities. Community-outreach workers devised and used standardized spreadsheets they developed to document their outreach activities in both Bakersfield and Compton: whether visits were initial or maintenance visits, date of the visit, contact name (e.g., the owner or manager) at the location, name of the location, type of the location (e.g., nail salon, restaurant, clinic, pharmacy, school, etc.), address and telephone number, and number and type of materials distributed at the location.
Assessing Exposure
Two-wave repeated cross-sectional survey data were collected to evaluate the impact of these narrowcast campaigns and to assess changes over time in knowledge, attitudes, and behavior associated with drinking and, more specifically, drinking during pregnancy. These outcome data are reported elsewhere (Prelip, Glik, Myerson, Ang, & Eilers, 2006) . Survey questionnaires based on previous research ) and formative research assessed reported exposure rates and factors that predict higher exposure among the priority population. Data for the surveys, which had both English and Spanish versions, were collected in two ways. A random-digit dial (RDD) survey of eligible women at baseline was repeated 8 months later at the conclusion of the campaign. In addition, survey data were collected at women's health clinics and physicians' offices. Both types of surveys, which took approximately 15 minutes to complete, were administered by trained interviewers, were anonymous, and were collected in Bakersfield and Compton. For this exposition, data from the follow-up wave of surveys are used, as these contained relevant exposure variables and variables predicting exposure to campaign materials.
All respondents were women between the ages of 18 and 35 residing in specific zip codes where campaigns were conducted. For this analysis, measures on survey instruments included the following: exposure to materials, pregnancy status, education, motherhood status (whether participants had children), drinking behavior, location (Compton or Bakersfield), ethnicity, primary language spoken, and age. Two interaction terms in analysis were Drink Alcohol × Pregnancy and Drink Alcohol × Education.
Univariate descriptive methods were used to summarize process tracking data. To compare exposure rates between communities, bivariate analysis using nonparametric methods was conducted. Logistic regression was used to determine characteristics of respondents that predicted exposure to campaign materials.
> >RESULTS
Results reported are based on process monitoring and survey data standardized across sites. The rationale for the analysis is that although campaign messages were different, the purpose of the campaigns was the same, the target audiences were the same (minority and or underprivileged women), and the methods used to work with communities, Table 1 results are based on process tracking data, comparing materials placement between the two campaign communities. Most striking is that more than twice as many posters were placed in Compton (2,860) than in Bakersfield (1,293) in one third as many sites (170 for Compton, 540 for Bakersfield). It should be noted that the geographic area for Bakersfield was more spread out, composing eight contiguous zip codes for Bakersfield, whereas in Compton there were three contiguous zip codes. Communities were similar in regard to where materials were placed, with the most popular venues being retail stores and service businesses. Very few materials were placed in educational institutions, whereas some materials were placed in medical and civic organizations. Table 2 is an analysis of exposure rates based on the two different survey instruments. As can be seen, there is very little exposure to the campaign noted in the RDD samples. Based on RDD results, only 11.2% of respondents in Compton noted the campaign, compared to 7.2% in Bakersfield. In contrast, the clinic-based survey in Compton showed that 54.2% of those surveyed recognized the campaign. Not so in Bakersfield, where clinic-based data revealed that only 11.2% of those questioned recognized the campaign, a rate of exposure only slightly higher than that for the RDD sample.
With such low reported exposure rates in Compton and Bakersfield using RDD data, clinic data from Compton and Bakersfield were used to determine characteristics of persons more likely to have been exposed to the campaigns. First, data were analyzed separately (i.e., within communities). In Compton, women who had graduated from high school were more likely to see the poster (χ 2 = 6.823, p = .009) and to see the T-shirt (χ 2 = 4.589, p = .032). There were no differences in exposure associated with ethnicity (Latina, African American), age group, pregnancy status, or motherhood status. In Bakersfield, by contrast, drinkers were more likely than nondrinkers to be exposed to our campaign (χ 2 = 6.697, p = .010). For this group, there were no differences in exposure with ethnicity (Latina, African American, Caucasian), pregnancy status, education, age group, or motherhood status.
Data were aggregated across sites after exploratory analysis, suggesting similar populations. In Table 3 
> >DISCUSSION
In the two community-driven campaigns described, print media placed in retail and civic establishments in the communities of interest had to vie for both placement and the attention of consumers in the current crowded media marketplace. Even so, in one community, Compton, more than 50% of a clinic-based audience reported exposure. These are women who may be more sensitized to the issue, as RDD surveys of a more general population segment revealed low exposure rates. Although developing, printing, and distributing thousands of posters is cheaper than developing paid advertisements for television, radio, or outdoor advertising, a selected group of residents responded to the campaign, those who are attending health clinics. Messages produced did not reach all residents at risk, suggesting that this approach may be most successful in very targeted, "primed" groups.
The finding that exposure rates were higher in Compton than in Bakersfield also sheds light on what makes a difference in this type of campaign. Communities chose their own messages, and community-outreach workers distributed materials based on the configuration of patterns of daily activity in their communities. One obvious difference between communities was the level of saturation attained: In Compton, this was much higher, as there were more materials placed in a smaller geographic area, which may have increased potential exposure. A second unanticipated difference was how materials were placed. In Bakersfield, not only were materials more geographically spread out, but in most venues there was only one poster. In contrast, in Compton, the communityoutreach coordinator posted more materials in fewer places, which in itself is an advertising technique used today with print materials for narrowcast campaigns (Dretzin et al., 2004) . More materials clustered together tends to draw more attention, as persons are more likely to process information if the poster looks familiar or if they have just seen it in another place, the déjà vu phenomenon (Stewart et al., 2002) .
That messages and materials might have been more memorable in Compton than they were in Bakersfield may also be attributable to colors, images, and messages. In Bakersfield, stock footage was used on a medium blue background that tended to recede into the background, and head shots made models look more passive. In contrast, posters in Compton were produced in highly saturated reds, oranges, and bright blues, which tend to advance toward the viewer, making them more noticeable, and body images selected were those of assertive and determined women with their hands outreached to the viewer, as if asking the viewer to stop and pay attention. The Compton message, "I'm a mama-to-be," promotes motherhood and empowerment, whereas the Bakersfield message, "Missed your period?" elicits feelings of "I messed up. Not only am I pregnant, but now I can't drink," which may have been less appealing to the audience. Both campaigns did use social norm messages, which have been found to be effective in alcohol prevention (Rimal & Real, 2003) , tobacco control, lifestyle campaigns, and nutrition campaigns.
In relatively contained geographic areas, limited resources can be leveraged in community narrowcast campaigns by soliciting free or low-cost placements for materials in local venues. This in turn means that much of the effort and resource expenditure at the local level is for staff and volunteers who can place and maintain materials and for the cost for printing the materials. Moreover, in both communities, CBO partners were welcoming of campaign activities, as they were relatively inexpensive, had a clear deliverable message, created a good public relations image, and were seen to be an opportunity to facilitate community input and outreach.
The two campaigns reported here are only one way to counter constant reminders to young women to drink that discount or omit the real dangers of drinking for their unborn children. In a media saturated world, it is important to counter in as many ways as possible misinformation or omissions of information that have serious health implications (Casswell, 2004) . Narrowcasting is a type of campaign that makes sense for communities, as they are typically contained and less expensive than larger efforts (Hoff & Green, 2002) . Exposure levels can be increased if community members participate in their design, implementation, and evaluation. Given the experiences of these two campaigns, it can be said that narrowcasting approaches are feasible and cost-effective ways communities can leverage resources to promote positive health behaviors and dispel myths promoted by commercial marketing, if care is taken in the development of memorable materials and if placement ensures sufficient exposure.
